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tured. Diagnosis, however, is imperative before 
treatment can be prescribed with any degree of 
assurance or prognosis can become possible. The 
diagnosis once made, certain routines become 
obvious. 


GovERNING Factors 


t cannot 
be entered on until certain other are con- 
sidered. These are as follows 
Psychologic Status 

Arthritic patients often develop an neu- 


a fear of being crippled to fix itself in their minds. 
They may be anxious because of the inability to 
carry on the ordinary responsibilities of life 

to them is increasingly evident. Fear of 
plete and ultimate 


due to narrowing of the sphere of activity because 
of slowing up or pain is often seen. The patient 
fears the influence that his semi-invalidism 
have on other members of his or her family. The 
inability of the husband to get about, the difficulty 
the wife has in taking care of her part of the 
family responsibilities ordinarily vested in her, are 
both extremely depressing and are likewise causes 
for anxiety. 

The balance or stability of the patient must 
either enhance or handicap the physician's efforts 
in caring for him. He may not be able to stand 
pain, or may lose confidence in his physician, or 
the prescribed routine may be diverted by out- 
side influence. 

Pain and Disability 

Pain and disability are the urgent and immediate 
reasons for the patient’s consulting a physician. 
The latter must not take these lightly. Although 
long-range treatment may be indicated, some- 
thing must be done at once for the pain and dis. 
ability to lessen the prolonged need for the anodyne 
assistance that is immediately . 


Prognosis 
The i the 


must be given him as soon as the diagnosis is made 
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Te cover adequately the major medical prob- 
lem of the relation of physical therapy to 
frightens them. This anxiety is often part of 
a vicious circle. Psychologic analysis in a series 
of arthritic patients has at least suggested that the 
hypotonic state that accompanies worry may be 
a factor influencing the progress of arthritis. 
goes along “moving his Mental depression is present in many arthritic 
subtle form of physical patients owing to continuous nagging pain that 
motility and suffers little. the physician often cannot alleviate. Depression 
one sees another patient with a ge 
tendency who cannot stand pain, slows up, 
takes too much treatment, often of the wrong 
kind. He stiffens up and is soon semi-invalided 
mentally and physically. Lastly, there are the 
extremely malignant deforming types of arthritis. 
An extremely careful classification of arthritis has 
been formulated. Several types of the disease 
may exist in the same patient. Often differential 
classification in a given case can be only conjec- 
The lay 
press and radio have been major factors in creating 
Hoson, May 26, 1943. 


Immediate or prolonged hospitalization, ortho- 
pedic care in deforming types, even surgical in- 
tervention in some others, may be necessary 


may well influence the advisability or limitation of 
physical therapy in a given case. 
MetHops oF TREATMENT 

The importance of physical therapy in relation 

ails It is of the 

utmost value under certain conditions, but has 

little bearing in some arthritic patients. Some of 

the available methods of treatment will now be 

discussed. 

Moist heat is the first and most universally ap- 
said to “live in bathtubs.” Such low-grade, 
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be the technics and effects of this form of treat- 


Many patients are advised to “sit in the sun.” 
rest, heat and ultraviolet rays, 
associated with a change of environ- 


peutic rou- 


urious treatment. 


Various electrical applications, notably galvanic 


1ont 


tricity has a certain proved value in reducing the 
swelling present in arthritic inflammations. 


lalities. ‘The 
of physical 


lid 

i 


it 
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mated stability of the patient determines to what ment. 

detail it is wise to discuss the subject with him. Passive movement, manipulative procedures and 
Some member of the family, however, should be therapeutic exercises are likewise of great value 
told the facts. The diagnosis will probably de- in maintaining and restoring functional joint 
mand certain alterations in customary habits. movement in the arthritic patient. 

Rest and restriction of activity as therapeutic 
measures, although perhaps not usually considered 
as physical therapy, are absolute requisites at some 

Such arrangements as have to be made should stages of arthritis. 
be entered into tactfully. 
The Patient as a Whole ee 
The most important psychologic attributes have ment, much for an arthritic patien 
t, 
been mentioned. The age, life expectancy, meta- ciaily if carried out in a dry dies. Often a 
bolic level, food habits, usual employment and the spas, this is combined with hydrotheraaaaaal Vol. 
tines, with excellent results. Unfortunately, only 19 
1a . 
ence of hypertension, gall-bladder disease, compli- of patients can afford such 
cating peripheral vascular disease, alcoholism exist- 
ing with gout, and pelvic inflammatory disease or Bee mamma 
chronic prostatitis associated with specific arthri- 4.64 into the tissues by 
tis all enter into the treatment of arthritis, and indicated. Application of static ‘elec. 

The least expensive type of physical therapy, 
and an intensely valuable form, is exercise. Un- 
fortunately, however, this involves home routines. 
As such, it requires much patience, time and per- 
severance ray part of the physician to see that 
such exercises are carried out. 

Cnoice or Mernops 

With this armamentarium of physical therapy at 
hand, the next is for whom, when, 

general heating is nothing less than fever therapy.’ 

A patient submerged in a bath at a tolerance tem- 

perature (110°F.) for twenty minutes develops 

an oral temperature of about 102°F. If he crawls by 

into bed and insulates himself against heat loss, or 

the resulting increased metabolism may cause the is 

generation of one or two degrees more of heat. . 
Generalized heat in cases with multiple joint | 

pains is most acceptable and of distinct thera- . 

peutic value.* Locally, all sorts of hot fomenta- 

tions, soaks, whirlpool and paraffin baths and ysical 

steam jets are universally available.® the 
Dry heat by means of hot pads, radiant-heat to re- 

lamps, infrared applicators, diathermy and short- 

wave radiation are acceptable methods for local not be 

application. to the 
Massage is a highly useful type of treatment. 

The importance of the technic, however, is not From the viewpoint i py, arthritic 

generally appreciated. How many physicians patients may be divided into six classes: those 

who have written an order for massage have with rheumatic fever, septic arthritis, gonococcal 

taken the time to watch the procedure being car- arthritis, gouty arthritis, rheumatoid arthritis 

ried out and so have realized how varied may (atrophic) and osteoarthritis (hypertrophic). A 


sistent use of hot a to affected joints 
are gratefully accepted by sufferers. 
As soon as joint sensitiveness becomes less 


illness. greatly depletes their muscular 
strength. ‘They, need as much voluntary exercise 
i ided activity will ordain to counter- 


i 


» 


gee 


$83 


pa- 
tient’s sensibilities are to a large extent to be 
overlooked in giving passive motion. Massage and 
active exercises within the increasing range of 
movement will prevent an ankylosis ies occur- 
ring in a joint, even though extreme clouding and 
loss of joint definition may be demonstrable on 
x-ray examination. The assumption is that the 
source of the infection as well as the affected joint 
receives adequate treatment.® 


Gouty Arthritis 
Dietary restriction, wet dressings, elevation, col- 
chicine, salicylates, elimination and alkalinization 


represent the accepted forms of treatment of 
gouty arthritis.® Patients with acute joints should 


. Local spraying with ethyl chloride, 
together with the institution of exercise, is one 


If the static brush discharge is available, it may 
also be useful in reducing swelling in acute gout. 
The patient should be cautioned regarding the fu- 
ture regulation of his exercises when recovery is 
Rheumatoid Arthritis 

tutionally They represent that type of ar 
thritis in which the greatest in t is in the 
soft tissues, and consequently ph therapy can 


the gravest physical-therapy problems. 
is that these patients need 


‘ 
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discussion of each of these types will suggest the Gonococcal Arthritis 
reasonable approach to the problems of the appli § The day of the rigidly ankylosed joint due to 
cation of physical therapy in other miscellaneous Neisserian infection has passed. Arthritic compli- 
cases. The treatment must always be individual- cations with gonorrhea have become far less fre- 
ized, and must be fitted to the needs according to quent since the introduction of the sulfonamides. 
the symptom complex that each case presents. Occasional resistive cases do develop gonococcal 
;, joints. There are two methods of handling these, 
atients with rheumatic fever are constitution Physically induced fever adequately given 
ally ill. The cardia is threatened. Rest is para- a result.’ If fever 
mount. Salicylates are indicated. Any physical available, diathermy may be given through and 
therapy must be administered at the bedside. The through the affected joint in the subacute stage, 
extremely sensitive joints should be splinted® to with positive passive manipulation of the joints. 
prevent jarring, pain and irritation and to offset _ 
) the development of a deformity. A cradle with 
continuous heat and the gentle, per- 
acute, they should be encouraged to move their 
joints within the limits of moderate pain. When 
the temperature subsides and convalescence is e¢s- 
tablished, extreme care in ambulation should be 
exercised and special care taken when the pa- 
tients are placed on their feet. Slippers with 
heels, strapping of the feet or soft arch supports 
may be required. The patients should not be 
waited on too much during their convalescence, ee 
since their extreme lack of activity during the be encouraged to move their joints within the 
ee limits of swelling and pain. Hot applications 
and exercise will in themselves do much to reduce 
act the generalized atrophy present in their skele- eee 
tal muscles... m int g movement painlessly, 
ay and may be a means of encouraging the patient to 
Septic Arthritis observe the beneficial effect of active movement in 
The cases with specific joint infections, such as ¢nhancing the assimilation of joint fluid.” 
tuberculous, post-traumatic, and other septic in- 
fections, are not physical-therapy problems until 
surgical care has rendered them fit for mobiliza- 
tion. Physical therapy instituted while wounds 
are draining, such as active movement with or 
without associated traction suspension and mas- 
have Denencial a 
plied. Aside from the gencral 
high-calorie, high-vitamin diet and forced fluids, 
physical therapy can do much for these patients. 
How to bring this treatment to the patient and 
not drain his financial resources completely is one 
di time- 


consuming, carefully guided, often changed physi- 
cal therapy, which becomes extremely expensive. 

The undulating course that these cases pursue 
creates a constantly recurring problem. 


Gold 
salts in selected cases have proved helpful, al- 


& 


. With this i 
gentle heat may be tried and will often 

and 
The heat must not be intense, or the pain and 


of the early reduction of swelling. 
Each day the extremities* should be removed 


water, preferably in a large 

which the temperature may be elevated to 100 or 
102°F., sre helpful early in the exercise routine. 
that, when directed to the painful joint, relieve 
pain and, with the buoyancy of the water, en- 
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general condition occupy a prominent 
such a routine. In bed, pati . 


BEE 


made possible through the prevention of pain by 
an ethyl chloride spray or iontophoresis with ‘n 


than arrangements for suspension traction. A 
mechanical pull slightly misdirected or of too great 
intensity may produce abnormal angulations at the 
epiphyses of the long bones. Since investi 

Kenny packs, I have discovered that intensive 
packing relieves pain, diminishes swelling, re 
leases protective spasm, and prepares the patient 
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courage active movement. When exercises are 
once begun, they must be progressively increased 
as regards effort and range, but kept within the 
limits of fatigue and pain. 

Deep breathing and bed calisthenics for the 

meu, gold be given under 

controlled conditions. This form of treatment is couraged to do moderate exercises, often with the 

definitely not the answer to the rheumatoid-arthri- assistance of weight-and-pulley arrangements. 

tus problem. Care must be exercised while these patients are 

The patient with an acute case without deform- bedridden to prevent the friction of linen at the 
ity should be kept at rest in bed, without lavatory elbows, heels and buttocks. Body radiation with 
privileges if possible, even if the lower extremi- ultraviolet rays™* will assist in overcoming the 
involvement. If swelling secondary anemia present in these cases. Small 
lower extremities is present transfusions may give a sharp boost to severely de Vol. 
ed casts should be applied to _bilitated patients. 19 
ita- Ambulation, as in the case of rheumatic fever, 
ng must be carefully and progressively carried for- 
be ward. Crutches, walkers, supporting casts and 
de- caliper braces on the knees all have their place in 
the treatment. Persistent accumulation of fluid in the 
knees may indicate synovectomy before ambula- 
tion can be successfully carried out. Splints must 
be worn well into convalescence, at night and 
in periods of relaxation during the day. 
The hands tend to flatten and lose their normal 
lateral flexibility. of 
movement at the . 
Manipulation of be 
the be 
uld fin 
lon 
ful 
and 

swelling may be aggravated. Patients should be hot 

impressed with the importance of elevation of the 

extremities in lessening edema and the importance wri 

ee of the static-wave current if available. It may 

also be accomplished by mild graduated exercises 
from the casts and passive motion within limits 

of pain be given. Active exercises when the sedi ee 

mentation rate is above 35 mm. per minute is apt : 

to cause an exacerbation of symptoms in a case To pass over the subject of rheumatoid arthri 

in which there has been a previous recession. tis without mention of Still’s disease would be 

With a lowering of the sedimentation rate and a grave omission. Treatment of these unfor. 

a diminution in swelling and protective spasm, tunate children should stress the prevention of 

the patient may be given a stroking massage and deformities due to joint destruction and flexion 
a graduated exercise program may be instituted. contracture. Progressive casts seem more logical 
In the case of hips and shoulders, exercises under a 
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for the application of casts in a position of mini- 
Patients with Striimpell-Marie arthritis should 
be kept on an exercise routine from the time the 
diagnosis is made. This should include thoracic 
and breathing exercises. By such care, ultimate 
deformity may be lessened. Radiotherapy has 
to date exerted the next most beneficial results in 
these cases. 


Osteoarthritis 


The large group of cases of osteoarthritis may 
be divided roughly into traumatic and metabolic. 
Some cases represent combinations of both, as in 
the trauma to the joints of the lower extremities 
and back that is present in fat, middle-aged pa- 
tients. In the cases due to direct trauma to a joint 
or to fracture involving the joint surface, the suc- 
cess of the treatment depends on the institution of 
physical therapy as early as possible to reduce syno- 
vial accumulation, relieve pain, and permit active 
movement of the joint involved.” The greates: 
factor in treatment is to prevent progressive fix- 
ation. 

Deep heat, not too intense, is used to improve 
the circulation within the joint capsules and less 
penetrating forms of heat for reflex circulation and 
relaxation of the protective spasm. The heat 
applications available for this purpose range from 
hot soaks, .contrast baths and other forms of hy- 
drotherapy to paraffin baths, mud packs, electric 
pads and radiant-heat lamps.*® Exercises further 
reduce muscle spasm if they are done within the 
limits of pain and are properly directed and 
stepped up progressively along with increased 
flexibility in joint movement. 

Pain comes with prolonged lack of movement 
and pressure on opposed joint surfaces where the 
cartilaginous insulation is gradually disappearing. 
This pain is lessened through activity if carried 
out without weight-bearing. 

In certain areas, special problems present them- 
selves for consideration in the treatment of the 
osteoarthritic patient. 

Cervical arthritis often exists without any nota- 
ble subjective symptoms. It may, however, be 
the cause of a diverse array of both subjective 
and objective symptoms based directly on the pro- 
gressive pathologic changes taking place. 

The earliest pathologic manifestation is a syno- 
vial irritation with a tendency to calcification at 
the ligamentous attachments to the vertebras. This 
is followed by definite osteoarthritic lipping and 
the intrusion of new bone about the foramens 
through which pass the spinal nerves. A nar- 
rowing of the intervertebral spaces occurs, with 
mechanical condensation in the neck and poor 
mechanics of head carriage. 
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The symptoms produced are largely mechani- 
cal, with increasing limitation of range of move- 
ment of the neck. Pain, at first only on move- 
ment of the head and neck in certain positions, but 
later with pressure developing about the cervical 
nerves, is radicular in type. This pain is directly 
related to posturing of the neck, and segmental 
distribution of pain has reference to the anatomi- 
cal distribution of the cervical nerves. Pain is 
often more on one side than on the 
other. It may simulate bursitis, myositis or the 
true neuritis so common to this area. Mild cervi- 
cal bony disarrangements may give similar symp. 
toms. An exact differential diagnosis must be 
made before prognosis or proper treatment can 
be instituted. 

The application of physical therapy varies con- 
siderably with the diagnosis. In true cervical ar. 
thritis, diathermy, massage and graduated exer- 
cise are indicated. Manual traction or suspension” 
accompanied by gentle rotation are helpful in 
overcoming the crowding of structures in the neck 
that occurs with pain, protective spasm, bony hy. 
pertrophy and thinning of the intervertebral 
disks. Marked thinning of but one disk with 
arthritic changes in the presence of a history of 
trauma or acute snapping of the neck may be 
the cause for further studies to eliminate disk 
herniation, with its surgical indication for lami- 
nectomy. 

Arthritis in the thoracic spine may be the result 
of poor posture, often occupational. A wedging 
round back or structural scoliosis may be the 
cause. Early discovery of bad posture and its 
correction will do much to prevent arthritis. Spi 
nal fusion in structural scoliosis in children should 
be considered to offset pain, disability and semi- 
invalidism on reaching young adul 

Arthritis in the thoracic spine in women is 
often complicated by the undue strain of sup- 
porting abnormally large, fat or pendulous breasts. 
In these cases, relief will be accelerated if a bras- 
si¢re is constructed that distributes the support of 
these structures more evenly over a larger area of 
the back and shoulders. 

Osteoarthritis of the lumbar spine has to do with 
old strains and injuries, metabolic causes, altered 
mechanics of weight-bearing in middle-aged 
persons due to abdominal adiposity and loss of 
tone in the back muscles because of lack of 
exercise. The arthritis may be sunerimposed on 
a spine with asymmetrical or oblique unstable 
facets, often involving several vertebras. As in 
the cervical region, the differential diagnosis must 
be carefully made, since there is much to be con- 
sidered before all the symptoms can be made to 
repose on an arthritic diagnosis. Time does not 
permit discussing the differential diagnoses possi 
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ble in this area. It will suffice to recall the vari- 
ous cases constantly seen of traumatic strains, 
tuberculosis, carcinomatous metastasis, myositis, 
disk herniation, functional, structural or referred 
back pains, osteomalacia and spondylolisthesis. 

The arthritis may be superimposed on or exist 
with some of these other conditions, and so the 
treatment must be made to fit the case. Some cases 
of lumbar arthritis require ntobilization. In others 
this is contraindicated or is advisable only after 
the acute symptoms have subsided. In structur- 

weak backs, exercise aggravates the symp- 
toms. A period of limitation of movement may 
be advisable with curtailment of activities, even 
of golf playing, which delivers much torsion strain 
to the lumbar and lower dorsal spine. The age of 
the patient, the extent of the arthritis, the amount 
of thinning of the disk or of flexibility retained 
in the back and the presence of other complica- 
tions, together with experience, are guides to the 
proper advising of these patients. As mentioned 
previously, however, efforts to increase the func- 
tional motility of the arthritic joints should be 
carried out, provided no apparent contraindica- 
tion exists. Marked arthritic hypertrophic changes 
and marked thinning of a disk or disks should 
be considered as absolute contraindications to pas- 
sive manipulations of the lumbar spine or straight 
leg-raising exercises. 

In arthritis of the lumbar spine, obesity must 
be treated when present. High back corsets or 
braces with inclusion of arrangements for abdom- 
inal support must be given to stout patients with 
abdominal sag. It is impossible to relieve back 
pain until this weight has been taken away from 
an overburdened, acutely angulated lumbosacral 
joint and distributed over a wider longitudinal 
area of the back. Heat, massage, static electricity, 
exercise, a flat or firm bed, and supports are the 
forms of physical therapy indicated. 

Consideration of arthritis of the legs and of = 


considera 
load and the early use of crutches to assist in 


weight-bearing, especially when synovial irritation 
is acute. Patients with mild symptoms do not 


and 
not of proper length, causing the patient to walk in 
the position of hip and lumbar-spine flexion. 
Also, canes tend to encourage the development of 
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flexion deformity, and often reactivate an arthritic 
lumbar spine. A general limitation in weight- 
bearing, with rest off the feet for a fixed period 
each day, should be advised. 

These patients get much relief from diathermy 
applied directly through the hip joint, massage, — 
especially to the adductors of the thigh, — exercises 
to be done by the patient at home at least two times 
daily, and passive stretching of the hip joint and 
fascia of the thigh to maintain as much motion 
as possible. It should be explained to patients with 
rheumatoid arthritis or osteoarthritis that physical 
therapy is not going to cure their arthritis but that 
a course of physical therapy periodically will do 
much to make possible the maintenance of their 
activities. As soon as the patient's symptoms permit, 
physical therapy should become less frequent and 
should eventually be stopped entirely in favor 
of home routines, to prevent the patient from de- 
pending too much on such treatment. 

The possibility of performing a hip fusion in 
cases with extreme degeneration should be kept 
in mind. Such an operation, provided the lum- 
bar spine is flexible, leaves the patient quite capa- 
ble of attending to any of his normal duties and, 
if successfully completed, removes the constant 
pain such patients suffer. 

Arthroplasty of the hip by the Smith-Petersen™ 
method or variations of this procedure may offer 
the patient a chance of hip function when the 
restriction of movement is extremely advanced, 
although the results of this operation have been 
disappointing in some series of cases. The suc- 
cess of the procedure depends entirely on the use 
of physical therapy as soon as possible postoper- 
atively along the lines recommended by Smith- 
Petersen. Unless the patient has sufficient forti- 
tude to tolerate some pain during this period, he 
himself may ruin an otherwise skillfully per- 
formed operative procedure. 

The use of any mechanical device that will 
prevent the pain of weight-bearing is indicated in 
the care of an arthritic patient. 

Traumatic arthritis of the cuneiform navicular 
articulation is commonly seen in heavy, flabby pa- 
tients, both young and old. These cases require 
foot support in addition to physical therapy. If 
these methods do not reduce the pain of weight- 
bearing, the patient may require orthopedic sur. 
gery until walking becomes less of an ordeal. 

Summary AND ConcLusions 

Physical therapy has a distinct place in the 
treatment of various of arthritis. 

The use of physical therapy is varied with dif- 
ferent types and in different stages of arthritis. 

When physical therapy is prescribed, the routine 
should be rational. 
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supporting superimposed weight. Limitation of 
the patient's sphere of activity is another problem. 
These patients must all be treated as potential | 
invalids, and every prophylactic means should be 
employed to prevent such a catastrophe. A few 
theless crutches if used early are most valuable. 
The use of canes throws too much strain on the 
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Physical therapy should not be promiscuously 
prescribed or be continued indefinitely when pre- 
The actual physical therapy must be done by 
skilled technicians who are familiar with the dis- 
ease that they are treating. 

Care should be taken that the patient does not 
get a false impression that 


Injudicious physical therapy may be a large fac- 
nthe complicating an arthritis with a superim- 
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COEXISTING INTRAUTERINE AND EXTRAUTERINE PREGNANCIES* 
A Review with the Report of a Case 
Samust J. Kinc, M.D.t 
PARMINGTON, NEW HAMPSHIRE 


garded as an unusual combination — namely, the 
coexistence of an extrauterine with an intrauterine 
pregnancy. The extrauterine aspect itself was 
typical in detail to that of any other pregnancy 
occurring within a fallopian tube and therein de- 
veloping to the stage when the symptoms and 
signs suggested internal hemorrhage, and possibly 
tubal rupture, making prompt surgical therapy 
imperative. The other feature —that is, the in- 
trauterine pregnancy —by itself was also com- 
pletely normal in that the prenatal course, after 
the above surgery, was uneventful and that a sim- 
ple, in fact precipitous, pelvic delivery of a nor- 
mal female infant occurred. un aspect 
was the coexistence of the extrauterine and in- 
trauterine pregnancies, each having been treated 
separately, with a living infant resulting from 
the intrauterine implantation. 


Case Report 


Mrs. H., a 33-year-old quartipara, consulted me on Feb- 
ruary 12, 1942, because of vaginal and an asso- 
ciated persistent but stight pain in the right lower abdo- 


second prize in the competition for the Pray and Burnham 


men for 5 days. Ordinarily the menstrual periods oc- 
curred every 28 days, lasting for about 5 days without pain 
and with an average flow. The last normal catamenia 
had occurred on December 20 to 25, 1941. The previous 
pregnancies were all normal except the fourth, which 
occurred in 1939. This pregnancy produced symptoms 
much like her current apparent gestation and was diag- 
nosed elsewhere as a tubal pregnancy. She was not 
operated on, however, and at 5 months she miscarried. 
She had had no operations or serious illnesses, and there 
was no family tem of multiple pregnancy. 
Physical examination revealed a somewhat thin, palish 
woman. The temperature was 98°F., the pulse 80, the 
blood pressure 125/75, and the weight 102 pounds (the 
average nonpregnant weight was 100 pounds). There 
was slight tenderness in the right lower quadrant of the 
was palpated just above the symphysis, which was assumed 
to be a pregnant uterus. 
threatened abortion, or tubal pregnancy was 
ows 


On February 23, the patient had sudden, severe pain 


The 
conserva- 


by rectal examination. Although the only palpable 


with and possible tubal rupture 
was tentatively made and the patient was 
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HIS was prompted by the occurrence 
in tue fis ower Gu » Which persisted. ic Vag 
nal spotting had neither disappeared nor increased. There 
a was no elevation of temperature, the pulse was 100 and 
of good quality, and the abdomen, especially in the right 
lower area, was markedly tender both by palpation and 
was one in wer midline, a “ _ 


a hemoglobin of 9 gm. i), or 58 per cent, and a 
white-cell count of 7200, with 65 per cent neutrophils. 
Urinalysis of a noncatheterized specimen was negative 
except for the slightest possible trace of albumin and occa- 
sional white blood and epithelial cells. Although the 
surgical consultant and I agreed concerning the probable 
diagnosis of tubal , we were unable to account 
for the lower midline mass, the size of a large orange 
and itself nontender, except that it was possibly a preg- 
nant uterus in the process of aborting. The patient was 
closely observed for another 15 hours, at the end of which 


sisting of a tubal pregnancy. This had apparcntly bled 
i end of the tube but showed 


was about the size of a 3month pregnancy. The 
appendix was small and cordlike, with firm adhesions 
holding down the terminal third, which was freed. 
The appendix was removed in the usual manner, the 
stump was buried, and the wound was closed tightly 
in anatomical layers after inserting about a pint of 
normal saline solution in the peritoneal cavity. 


The report of the pathologist was as follows: 


Three specimens were received. The first consists 
of a fallopian tube, 10 cm. long and swollen to a diam- 
eter of 4 cm. in its proximal third. It is deeply con- 
gested and tense but intact. Section shows that the 
patent portion is filled with blood, but that the swollen 
portion is occupied by a swollen deep-red mass oozing 
blood when cut, which in its center has a tiny sac 
filled with clear fluid and showing a 3mm. fetus. 
Soft, blood clots are adherent to the fimbriated end. 
The second is a small tortuous fallopian tube showing 
some congestion. The third is an appendix 5 cm. long 
and 4 mm. wide, with a little fat attached to it: 
on section there is thickening of the walls with partial 
occlusion. Gross diagnoses: tubal pregnancy (unrup. 
tured), fallopian tube and healed appendicitis. 

On microscopical examination the first fallopian tube 
shows some thinning of the wall and plicae, with 
capillary engorgement, which appears to be a pressure 

due to the presence of considerable fresh 
blood, as well as chorionic villi, in the lumen; the 
serosal vessels also show engorgement. In the second 
fallopian tube there is thickening of the walls and 
plicae, accompanied by vascular engorgement and 
lymphatic infiltration. The appendix shows marked 
fibrous proliferation of the submucosa, with replace- 
ment of the lymphoid tissue and mucosa and oblitera- 
tion of diagnoses: tubal preg- 
nancy, chronic salpingitis and healed appendicitis, wi 
obliteration of ghee 


Although both the surgeon and I commented on the 
uterine enlargement, we assumed that such enlargement 
was concomitant with the ectopic pregnancy. The patient 
had an uneventful recovery and was discharged from the 
hospital on the 13th day. 
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up, 
done until August 6, or 5 months after the operation and 
7% months after the last normal menstrual period. 
Examination at that time showed the weight to be 
109 pounds (the most that the patient had weighed dur. 
ing her previous pregnancies was 115 pounds). 
was no detectable edema. The urine was essentially nega- 
tive and the circulatory system showed evidence of good 
function. However, there was a mass in the 
that extended slightly above the umbilicus, and a fetal 
heart rate of 140 was detected in the left lower 

of the abdomen. A uterine pregnancy, apparently the 
second half of a combined intrauterine and extrauterine 
pregnancy, was diagnosed. With the last normal cata. 
menia occurring on December 20, 1941, the patient was 
told that her probable date of confinement was Sep 
tember 27, 1942. Owing to transportation problems she 
was unable to return for further prenatal observation, 
but on August 15 her husband reported that the mem 
branes had ruptured, with the escape of 1000 cc. of fluid. 
He was advised to report further if labor commenced 
or if further symptoms developed. Not until September 2. 
or approximately 2 weeks after rupture of the mem- 
branes, did definite labor commence. The patient was 
then hospitalized, and 4 hours later, after variable pains. 
she spontaneously delivered a normal 4-pound, 6-ounce 
female infant before she could be transferred from the 
labor to the delivery room. The post-partum courses 
of the mother and baby were normal in every respect. 


This case illustrates combined intrauterine and 
extrauterine pregnancies in which an early bleed- 
ing, nonruptured tubal gestation was treated by 
surgical removal and the intrauterine pregnancy 

to near term, with the pelvic delivery 

of a slightly premature but normal infant, who 

survived. This case and others like it suggest 

several practical points in the diagnosis and man- 
t of such an obstetric situation. 

First of all, the lives of the mother and of the in- 
trauterine fetus are particularly dependent on the 
correct treatment of the extrauterine aspect. Thus, 
in early prenatal care when the mother complains 
of pain in either vault, the physician in his differen- 
tial diagnosis should consider not only the com- 
moner types of pelvic disease, appendicitis and so 
forth, but also the possibility of extrauterine preg- 
nancy. In a fair proportion of patients with this 
condition, there is no vaginal bleeding or spotting 
but evidence of internal hemorrhage. When once 
diagnosed in early gestation, an extrauterine 
pregnancy should be terminated forthwith by sur. 
gical means. 

On the other hand, when a patient presents 
herself primarily with the clinical picture of an 
early ectopic pregnancy, irrespective of its activity, 
she should also be considered as a candidate for 
combined intrauterine and extrauterine pregnan- 


cies. This is especially true if there is a family or 


966 eee Dec. 23, 1943 
Several weeks later, the patient’s husband stated that 
she was doing well, carrying on her household dutics. 
but that she was “bloating.” He was urged to bring her 
time, there being no essential change, an exploratory lapa- 
rotomy was done. The report of the surgeon was as 
follows: 
A lower median incision revealed a bluish-appearing 
peritoneum, which when opened showed many old 
blood clots and a mass in the right pelvic region con- — 
removed. The left tube was cystic and was also re- 
moved. Both ovaries appeared normal. The uterus 
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_— history of multiple pregnancy. Although 

the diagnosis of an associated intrauterine preg- 
nancy is oftener than not overlooked or not 
thought of, there is one common finding — name- 
ly, a uterus whose size and consistence as felt pre- 
operatively and as seen and felt during laparotomy 
suggest that it carries a fetus. It is true that hy- 
pertrophy and hyperemia are also evident in a non- 
pregnant uterus associated with an extrauterine 
gestation, but to a less extent. In this case, the 
enlarged uterus as felt preoperatively was largely 
responsible for the period of conservative treat- 
ment, since a threatened abortion could not be 
ruled out. Because both the amount of hemor- 
rhage and the surgical trauma are probable fac- 
tors in precipitating a spontaneous evacuation of 
the intrauterine contents, early diagnosis prior to 
much hemorrhage and surgical treatment with 
minimal trauma are helpful in saving the intra- 
uterine fetus. 

Discussion 

Definition of Terms 
nancies may properly be subdivided into two 
groups: combined or simultaneous, and compound. 
Much of the literature has failed to differentiate 
these types. 

In the compound type the intrauterine preg- 
nancy becomes superimposed on an already exist- 
ing extrauterine implantation. The latter may 
have been present for a variable time and in 
some cases for several years. As a rule the ex- 
trauterine of this _ is quiescent 
and nonproductive of symptoms but may be de- 
tected by physical examination. It may exist in a 
chemically altered state ranging from saponifica- 
tion to mummification or to calcification or the lith- 
opedion stage. Repeated intrauterine implantations 
with normal development to term may be super- 
imposed on an existing dormant extrauterine 
pregnancy. The quiescent extrauterine product of 
conception may be discovered during a normal 
intrauterine pregnancy when a prenatal or post- 
partum examination discloses an unexplained 
mass, or at operation for a suspected abdominal 
‘neoplasm, or during the post-mortem examina- 
tion of a patient whose death may have been 
due to an unrelated cause. 

Combined intrauterine and extrauterine preg- 
nancies, including the case reported above, pre 
sent a different situation. This combination is 
probably identical with a multiple pregnancy ex- 
cept that instead of the implantations’ occurring 
normally within the uterine cavity, one or more 
of the fertilized ova reach the intrauterine spaces, 


where rey commence normal development, 
whereas the remaining one or more become simul- 
taneously implanted outside the uterus — that 
is, in the fallopian tubes or in the ovary or at 
some site within the abdominal cavity. (The ex- 
pression “one or more” is used because a limited 
number of cases have been reported where co- 
existing intrauterine and extrauterine 
have occurred in which more than ay 
ovum has become implanted either within or with- 
out the uterine cavity.) The extrauterine preg- 
nancy may produce the typical symptoms and 
signs of early ectopic pregnancy at four to twelve 
usually at about eight weeks, when in- 

ternal hemorrhage or tubal rupture occurs, sug- 
gesting the necessity of prompt surgical relief; or 
the extrauterine pregnancy may fail to cause the 
classic syndrome of the early weeks and proceed 
to develop to term or near term and even be pro- 
ductive of a viable, not necessarily normal, fetus. 
The intrauterine pregnancy of this combination, 
for the most part, is no different from any other 
such gestation; it may abort or miscarry, with or 
without apparent cause, or it may proceed to term 
with the delivery of a normal living infant 
Compound Type 

The compound type generally lacks the dramat- 
ic character of the combined one because, as a 
rule, the extrauterine feature is dormant and non- 
productive of symptoms. Moreover, the apparent 
rarity of compound intrauterine and extrauterine 

ies is due not to the intrauterine aspect 

- rather to the scarcity or nondiscovery of an 
extrauterine product of conception of a kind to 
make this combination possible. There is appar 
ently no physiologic or anatomic reason why 
normal intrauterine pregnancy may not super 
impose itself on an already existing dead or 
chemically changed extrauterine fetus and develop 
normally. Incidentally, the converse is not true; 
namely, there is no convincing evidence that an 
extrauterine pregnancy ever superimposes itself on 
an already existent intrauterine pregnancy. 

Bland, Goldstein and Bolton’ in 1933 stated that 
the calcified fetus was recognized as early as 1595, 
and they were able to collect an aggregate of 197 
reported cases. Although all these cases with ex- 
trauterine products of conception did not at the 
same time produce normal intrauterine pregnan. 
cies, a fair number went through one or more 
full-term pregnancies resulting in the birth of 
healthy children without the extrauterine gesta- 
tion’s giving rise to difficulty. Bland and his asso- 
ciates report a case in which a mummified fetus 
was carried by a patient for fifteen years, and states 
that at operation this fetus showed evidence of 
having had developed approximately to the eighth 
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month. Moreover, the patient, prior to operation 
for the removal of the mummified fetus, had un- 
eventfully passed through three full-term intra- 
uterine pregnancies. 

The quiescent extrauterine gestation may show 
various chemical alterations, dependent on its 
duration. Thus, there is first a saponification, then 
a drying-out process or mummification and finally 
the calcified stage. These changes obviously re- 
quire considerable time and are without apparent 
clinical symptoms. Perusal of the literature fails 
to show evidence of endocrine imbalance owing to 
the presence of a quiescent extrauterine pregnancy. 
Combined Type 

The first report of combined intrauterine and 
extrauterine pregnancies was made by Duverney? 
in 1708. His observations were made post mortem 
on a patient who died of tubal rupture in the 
third month of pregnancy. In 1876, Parry® stated 
that of 500 tubal pregnancies, 22 had combined 
extrauterine and intrauterine pregnancies. Mar- 
ten and Meyer* estimate the occurrence of com- 
bined intrauterine and extrauterine pregnancies as 
1 in 105 ectopic pregnancies. Since 1 ectopic preg- 
nancy occurs for approximately 300 normal preg- 
nancies, the rough incidence of this combined 
type is apparent. Bernstein® states that Strauss in 
1898 had collected 32 cases of the combined type. 
From this date on, several authors summarized the 
literature, and in 1940 Bernstein, excluding the 
obvious compound type, collected 2% authentic 
cases. Ludwig* in the same year collected a total 
of 353 cases, but he probably had not excluded the 
compound type. Of this number, 16 were diag- 
nosed post mortem and of these all but 1 were 
recorded prior to 1897 or before the era of ab- 
dominal surgery. 


Nonpregnant Uterine Changes in Association with 
Ectopic Pregnancy 

An effort was made to correlate the changes 
apparent in the nonpregnant uterus with an as- 
sociated ectopic pregnancy. Perusal of the litera- 
ture leads one to the conclusion that the cervix 
softens and the uterus enlarges. Preoperative 
clinical examination in some cases of ectopic preg- 
nancy failed to reveal evidence of definite uterine 
enlargement, but bimanual examination was not al- 
ways satisfactory owing to obesity or to excessive 
abdominal tenderness. The increased size of 
the uterus, when detected, did not, however, equal 
the size to be expected if it were pregnant. In 
reports of cases in which the extrauterine preg- 
mancy reached term (Woods,’ Hamblen* and 
others), the nonpregnant uterus was generally no 
larger than a two-month pregnant uterus. Sur- 
geons operating on ectopic pregnancies generally 
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report that the uterus is enlarged and’ soft but 
usually no larger than a two-month or two-and- 
a-half-month gestation, irrespective of the dura 
tion of the extrauterine aspect. In some cases 
the uterus is said to be normal in size. 


DeLee® summarizes this subject as follows: 


In response to the stimulus of pregnancy the uterus 
hypertrophies, but not as much as it would if it were 
carrying the ovum itself, and it exhibits intermittent 
contractions. A decidua develops in it and this may 
be as much as | cm. in thickness, presenting all the 
characters of an intrauterine pregnancy deci 


spurious labor or spurious abortion the decidua 
cast off, cither in one piece, as a cast of the u 
cavity or in large shreds or plaques, sometimes 


With death of the fetus the 


regular uterine hemorrhage occurs, it is 
that an analysis of this discharge shou 


= 


: 
5 


years, with the oldest aged fifty-four. Multiparity 
tended to predispose to the condition, and of the 


Duration of Intrauterine Pregnancy 

There are various important factors in the dura- 
tion of intrauterine pregnancy. First of all, there - 
is the group of patients, irrespective of extrauterine 
complications, who abort or miscarry from endo- 
crine, physiologic or anatomic reasons. As part 
of the therapy associated with an abdominal opera- 
tion for ectopic pregnancy the surgeon may do a 
dilatation and curettage, with or without knowl- 
edge of a possible intrauterine pregnancy. At 
least 6 cases in this series were so aborted. The 
influence of excessive intraperitoneal hemorrhage 
and of trauma incident to operation may enhance 
a spontaneous uterine evacuation. Of the 221 
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that it contains no chorionic villi. At the time of 
ts 
shrinks. 19 
indicates an ectopic pregnancy; the 
presence of both decidual particles and fetal villi 
indicates the abortion of a uterine pregnancy, 
with or without an associated extraaterine preg. 
nancy. 
Age, Parity and Multiplicity 
Based on the reported cases, the maximum in- 
cidence of combined pregnancies, or 60 per cent, 
occurred in women from twenty-six to thirty-five 
years of age with a tendency to fall in the latter 
years. None are reported in mothers under twenty 
years of age, and 8 mothers were past forty-one 
178 patients whose parity was known, 11 per cent 
were nulliparas and 89 per cent were multiparas, 
with biparas predominating. Six patients had pre- 
vious multiple pregnancies; data in the published 
case reports pertaining to the family history of 
multiple pregnancies are incomplete. 
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cases in which the duration of the intrauterine 
pregnancy was recorded, 92, or 35 per cent, ter- 
minated in the first trimes:er, 35 or 15 per cent in 
the second trimester, and 104 or 44 per cent, in the 
third trimester. Of the latter, 88, or 35 per cent, 
went to term. 


Duration of Extrauterine Pregnancy 

The duration of extrauterine pregnancy is re- 
corded for 125 cases, of which 107, or 85 per 
cent, were terminated in the first trimester, with 
56 so treated at eight weeks. Seven, or 6 per cent, 
were terminated in the second trimester and 11, 
or 9 per cent, in the third trimester, with 8 pa- 
tients, or 6 per cent, going to term. 


uterine pregnancy. Two hundred and nineteen 
cases, or 75 per cent, were diagnosed in the first 
half of pregnancy, with a total of 16 deaths, or 
a mortality of 7 per cent. Hemorrhage peri- 
tonitis were the chief causes of death. pay 
cases were 


cent. This is the dangerous the 
tients who died were operated on. The deaths 
were due to hemorrhage, septicemia, pulmonary 
embolism and pulmonary edema. 

Operation during the late stage, although ad- 
vised, involves certain technical considerations. 
Walling off, as in a cesarean section, is necessary in 
order to minimize the escape of amniotic fluid, 
if possible, because the fluid is an active peritoneal 
irritant. If the placenta is implanted on the 
broad ligament, it may be removed and possibly 
hemostasis effected without complications, but if 
the implantation is on the aorta, the liver or parts 
of the gastrointestinal tract, it seems wisest to cut 
the cord close to the placenta, leaving the secun- 
dines intact to resolve, as they promptly do if there 
is no infection. Institution of drainage is a mat- 
ter to be decided in each case. If the fetus is 
dead, the secundines can be removed from any 
site without difficulty. 

Thirty-six, or 12 per cent, of the cases were 
diagnosed at labor. About half of these had a 
mass so symptomless that no operation was done. 
Eight patients passed the fetus piecemeal through 
a fistula, and 1 of them died. The other half 
gave evidence of infection or intestinal irritation, 
or both. A live child was removed in 5 cases 
one to twenty-three days after the intrauterine 
labor 


The maternal mortality of the whole series was 
21 per cent, or 14 per cent if these cases are ex- 
cluded in which the diagnosis was made post 
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mortem and the patients did not receive treat- 
ment. Fetal mortality from the intrauterine im- 
plantation was 54 per cent, — that is, 103 of the 226 
fetuses survived,— whereas the fetal mortality 
from the extrauterine gestation was approximate. 
ly 90 per cent, 11 of 215 fetuses surviving. 


Extrauterine Fetal Abnormalities 

The fetus that develops to term in an extra 
uterine pregnancy tends to have malformations, 
contractures, a flattened head and so forth. The 
reasons advanced for this are a scarcity of amniotic 
fluid, the lack of uterine protection, the pressure 
of surrounding structures and a concurrently de- 
veloping uterus. Moore and Sale’® in 1870 re. 
ported the first case in which both extrauterine 
and intrauterine fetuses were delivered alive. 
An interesting case report is that of a Negress 
who simultaneously produced viable fetuses within 
and without the uterus."* She had a strongly posi- 
tive Kahn reaction. The intrauterine infant 
had congenital syphilis, whereas the extrauterine 
one did not. The paternal history was not given. 
A few case reports include multiple pregnancies 
in which more than one fetus was present, either 
in the intrauterine or the extrauterine site. 


SuMMARY AND CONCLUSIONS 


An original case illustrating coexisting intra. 
uterine and extrauterine ncies with appro 


priate treatment of each is reported and dis- 
cussed. 


A review of the literature covering both the 
compound and combined types of coexisting in- 
trauterine and extrauterine pregnancies is given. 

It is not so much the intrauterine aspect that 
makes this obstetric situation unusual as the co- 
existing extrauterine pregnancy. In the compound 
type the extrauterine pregnancy is quiescent, 
whereas in the combined type the extrauterine 
gestation, most often a tubal pregnancy with its 
various manifestations, actually or potentially pre 
sents a clinical emergency. 

Correct treatment at the right time is important 
in order to save the life of the mother and possibly 
that of the intrauterine fetus as well. 


18 Central Street 
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CLINICAL NOTE I have used these pills in a number of cases in 
A NEW METHOD OF GIVING patients responded as expected, showing that the 
POTASSIUM IODIDE* Tests were made to deter- 
mine rate of absorption and to determine 
Watrer T. Garrrevp, M.D.t whether the weight of the patient had any rela- 

BOSTON 


POTASSIUM iodide has been used for many 
years in medicine as an alterative and in the 
treatment of syphilis. It has been employed in 
pills, capsules and saturated solution. All these 
are more or less irritating to the stomach. The 


tion to the tolerance of the drug. The elapsed 
time between the ingestion of the enteric-coated 
pill and the appearance of iodine in the saliva was 
about one and a half hours, whereas the elapsed 
time between the ingestion of potassium iodide in 
capsule form or solution and the appearance of 


Taste 1. Summary of Data. 


— Siow 
Ss. 8 Congenital Keratitis 
Cc. M. 18 Congenital Keratitis 
H. 21 Secondary 
(recurrent 
e. Ww. 2 Late Gumma on right side of chin 
A. C. 38 Late Gumma on right thigh 
M. C. 58 Late Muluple gummas 
T. M. @ Late Multiple gummas 
c. $. @ Late Gumma on right thigh; cirrhosis of 
liver, with fluid in abdomen. 
53 Late Gumma on right lower leg 
47. Late Gumma on chest 
A. Mcl. 72 Late Gumma on right foot 
OQ. }. 65 Late Tabes dorsalis 


1 wk. Lesion subsiding Lesion resistant to bismuth 
ical 

3 wk. Lesion healed 

1 mo. Lesions healed Lesions resistant to bismuth, 
mercury and arsenicals 

1 mo. Gumma healed 

14% mo. Gumma healed 

2 wk. Gumma healed 

2 wk. Gumma healed 

4% mo. Gumma healed; Quid in Metallic taste 

abdomen absorbed. 

1 mo. Gumma healed 

14% mo. Gumma healed Pustules on face 

2 mo. Gumma healed 

2 mo. No change in symptoms Metallic taste 


saturated solution, in which form the drug is most 
commonly given, is considered to be the equiva- 
lent of 1 gr. per drop. The size of the drop, how- 
ever, varies with that of the dropper and usually 
contains somewhat below this amount. It was 
therefore suggested that if an enteric-coated pill 
were used, both these objections could be elimi- 
nated. 

Such a pill, containing 1 gm. (15 gr.) of potas- 
sium iodide,t was obtained. The enteric coating 
on these tablets does not dissolve until it comes 
in contact with the bile in the intestinal tract; it 
is insoluble in alkaline or acid solutions alone. 
This especially designed coating contains cetyl 


alcohol, gum mastic, balsam tolu, gelatin and 


sugar. Acetone and alcohol are used as solvents. 
Samples were tested in vivo and in vitro to de- 
termine their solubility. 

*From the Skin Clinic, Boston City Hospital. 


$Protessor of dermatology. Tufts College Medical School; physician-in- 
chiet fur diseases of the skin. Boston City Hospital 


SSuppiied. as EnXtce, through th courtesy of & Company, 
tac., Worcester, Massachusetis. 


iodine in the saliva was half an hour. Thus it 
can be seen that the absorption time of iodine was 
greater in the enteric-coated pill than in capsule 
form or solution. The tolerance to potassium io- 
dide did not seem to depend so much on the 
weight of the patient as on his idiosyncrasy to 
potassium iodide. 

The enteric-coated pill was given in 12 cases of 
syphilis in varfing amounts (Table 1). All the 
patients started with one tablet three times a day. 
Only 1 patient developed an iodide eruption. 
Two patients complained of a metallic taste. 
These reactions were considered to be due to 
idiosyncrasies. No patient complained of a stom- 
ach upset. There were 2 cases of congenital syphi- 
lis, 1 of which was a malignant type that had not 
responded to arsenical and bismuth therapy. One 
patient had recurrent malignant secondary syphi- 
lis, and 8 had late cases with gummas. All re- 
sponded well to treatment. One was a care of 
tabes dorsalis in which the dose was increased 


. 
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to four tablets three times a day without any 

gastric symptoms that could be attributed to the 
SUMMARY 

The use of potassium iodide in the form of an 

enteric-coated pill is described. Twelve cases so 
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treated responded well, and none complained of a 
gastric upset. Three patients evidenced idiosyn- 
crasies to the drug. In view of the lack of gastric 
disturbances and the accuracy of dosage, further 
trial of this method of therapy is recommended. — 
19 Bay State Road 
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Tue SULFONAMIDES 


great importance of the various sulfonamide 
drugs has become more A notewor- 
thy review and summary is that of Janeway," with 
which every physician should be familiar. Writ- 


if 
8 


Be 
i 
: 


manifestation are the rule. The outstanding draw- 
back to sulfadiazine, however, is its low solubility 
and therefore slow excretion. Sulfathiazole is also 
well tolerated and is more soluble than sulfadia- 
zine, but there is evidence that it is a fairly toxic 
drug, acting on the kidney parenchyma to 

renal function. Low solubility causes the precipi. 
tation of crystals in the renal tubules and ureters, 
with resultant hematuria or obstruction, reaching 
anuria in extreme cases. Indeed, there are reports 
of several deaths following such a sequence. It is 
imperative, therefore, that patients taking these 
drugs receive sufficient fluids to ensure a daily out- 
in book form (Medica! “Wolume Ill. 678 
field, Mlinois: Char'es © Thomas, 1942. $5.00). 


*From the Urological Clinic, Peter Bent Brigham Hospital. 


Clinical professor of genitourinary surgery, Harvard Medica! School 
urological surgeon. Peter Bent Brigham Hospital. : 


put of urine of at least 2 liters. Blockage of the 
renal pelvis and ureters, should it occur, can gen- 
erally be relieved by lavage through ureteral cath- 
eters, using a solution of bicarbonate of moderate 
strength. Both sulfathiazole and sulfadiazine are 
more soluble in an alkaline than in an acid urine, 
so that it is always wise to accompany their use 

the administration of moderate amounts of so 


of the extensive use of the sulfonamides today, the 
recognition that such reactions may occur is cer- 
tainly not sufficiently kept in mind by the physician 
in practice. The following case is an ex- 
ample: 

A 55-year-old man (PBBH S-71418) underwent the peri- 
neal removal of a benign prostatic Because 


i 
z 
3 


Out-Door Department records showed that 4 days previ- 
ously the patient had made a visit, at which time he had 
complained of dull pain in the right calf that made walk 
ing somewhat difficult. There was also a tender area 
on the inside of the calf. A diagnosis of mild thrombo 
phlebitis of the leg was made. The patient was given 
a bandage told to rest the leg at With this 


1 ‘ 
infectious diseases, it is a comprehensive study ‘carl 
based on his own large experience, as well as on bica 
the . cles . the li bea : this more important mani estation ‘ the COXICItY 
many articles in iterature bearing on 
; of sulfonamide drugs is found in patients who have 
subject. The various forms of the sulfonamide a “ee tens 
drugs in use are compared concerning action become sensitized by a previous administration of 
now 
losage and toxic manifestations. There follows them. Such cases are not uncommon, and in view 
a discussion of their clinical use and what may be 
accomplished in the control of the various forms 
review, 
sulfona- 
of a moderate amount of cystitis receiv gm. 
sulfathiazole daily, beginning on the 3rd day after opera- 
tion. The temperature, which had previously been nor- 
ily) are n to attain the desired result, and mal, rose on the 8th day of this treatment to 101.5°F., 
thus good toleration and freedom from untoward when the drug was immediately discontinued, with a 
resultant return of the temperature to normal. The patient 
was discharged on the 14th day after operation, having 
good bladder function and a well-healed wound but still 
showing a mild cystitis, for the treatment of which he 
was referred to the Out-Door Department. 
On the 12th day following discharge he was returned 
and car that patient was suffer. 
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ing from a blood.stream infection, he was given immedi- 
ately on entrance | gm. of sulfathiazole together with 
parenteral fluid and the next morning, 8 hours later, 
he was given another gram of sulfathiazole. This was 
followed almost immediately by a severe chill lasting 
for 45 minutes, with a temperature of 106°F. and an 
alarming fall in blood pressure (to 70/40). It became 
immediately evident that the patient's condition was due 
to drug sensitivity, and a detailed history obtained from 
his physician brought forth the fact that on the day 
before the patient's collapse the latter had prescribed 
sulfathiazole in an effort to clear up the infection in the 


Urinary 


In order to facilitate the operative removal of 
small single or multiple calculi from the renal 
pelvis and its Dees* suggests the forma- 
tion of an intrapelvic clot that on removal con- 
tains any small concretions within itself. The 
clot is formed from a solution of human fibrino- 
gen that is caused to coagulate by the simultane- 
ous injection of a “clotting globulin” derived from 
plasma. sidney pale are injected simul- 
y into id vis after its capaci 
has been measured. The clot forms immediately, 
and at the end of five minutes has acquired sufh- 
cient tensile strength to make it possible to with- 
draw the mass as a cast of the pelvis and calyxes 
pyelotomy incision. 


UROLOGY — QUINBY 


It is pointed out that a suitable coagulating sub- 
stance should have the following properties: it 
should be fluid so that it can be injected into the 
renal pelvis and fill it completely; it should coag- 
ulate uniformly and completely within a short 
period of time, but not until after a latent period 
sufficiently long to assure the compleie filling of 
all calyxes before coagulation; the strength of the 
coagulum should be sufficiently great within a 
short time after injection of the substance to per- 
mit its withdrawal intact and to deliver any cal- 
culi contained within it; the coagulum should be 
malleable and elastic to permit withdrawal 
of the mold of each calyx through its narrower 
infundibulum, and also to allow removal of the 
entire clot through a short incision in the renal 
pelvis; it should be noninjurious to the kidney; 
the coagulum should spontaneously dissolve or 
disintegrate so that if a fragment is accidentally 
left within the pelvis, it will not remain as a for- 

ign body to cause further stone formation; and 


distinct aid in the attack on 


Citric acid (monohydrate) 32.3 gm. 
Sodium carbonate (anhydrous)............... 4.4 gm. 
Magnesium oxide ( Dukachiacdeseien 3.8 gm. 
Distilled water q.s.a@ 1000 cc. 
Solution G has a pH of 4.0. Another formula with a pH of 4.5, 
“Solution M,” if the more acid solution causes irritation oF 
The formula of Solution M is as follows: 
Citric acid (monohydrate) ..... .... 32.35 gm. 
Sodium carbonate (anhvdrous).. ........... 8.24 om. 
Magnesium oxide (anhydrous).............. 3.84 em 
Feces q.s.aa 1000 ce. 
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followed by vomiting on several occasions and cessation 
of urination, only 60 cc. of urine being passed during 
the whole day. 
Further physical examination showed the white-cell 
count to be elevated to 16,600. The level of sulfathiazole 
in the serum was 4.1 mg. per 100 cc., and the urine was 
concentrated and filled with sulfathiazole crystals. Treat- 
ment consisted of parenteral fluids in liberal amount and 
1 unit (500 cc.) of plasma. After 2 days the blood pressure 
became stabilized at 120/80 and the urinary output rose 
mg. ber = the properties of the coagulable substance shoul 
acutely ill and disoriented. By the 5th day, however, be umaffected by contact or mixture with small 
the output of urine rose to 1800 cc., after which con. amounts of urine or blood. Dees finds that clotted 
valescence was continuous, although complicated by a fibrinogen, the properties and preparation of which 
b peripheral neuri- he" * describes in two earlier papers, fulfills these 
peroneal signs of acute : 
hritis slowly requirements. 
was discharged = =" ihre aman There is no doubt that the ability to produce 
such a coagulum within the pelvis and calyxes 
offers the urologic surgeon a new method of much 
their extensive use, must always be taken into con- — 
sideration in acute febrile conditions associated “°"% well known to be extremely difficult to locate 
with prostration. It is also true that such sensitivity °" reach during the usual operative attack. Only 
may persist for at least as long as six months. “id too often irrigation, suction and stone forceps fail 
this regard the advice of J ay conact be too to rid the kidney pelvis and calyxes of all such 
often repeated: “After the patient is cured, tell — 
him which sulfonamide drug he has received; if lef. to cause further difficulty. | The entire in- 
he has had a reaction instruct him to inform any 
physician about it before taking sulfonamides 4 tha 
again.” difficulty remains, however, or it is stat t ] 
liter of human blood plasma yields only 40 to 50 
Se ce. of fibrinogen solution. It is to be hoped, 
therefore, that the present efforts to substitute 
bovine fibrinogen will meet with success. 
calculi consists 1 I the cal- 
culus by exposing it to the solvent action of a 
mixture of citric acid combined with magnesium 
oxide and sodium carbonate in water.* After ex- 
®*Solution G,"" so termed by its originators, has the following formula: 


lution of calculi as are 

calcium phosphate, without at the same time 
causing any significant irritation or injury to the 
mucosa of either the renal pelvis or urinary blad- 


pecially if it is composed of a 
organic material, its entire dissolution wi 


of the solution to the stone is by a two-way tube 


current of solution introduced through an inlying 
ureteral catheter connected to an appropriate ap- 
tus to produce filling followed by emptying 
sistemas, When the stone lies in the bladder, 
a double catheter through the urethra forms easy 
access. 
The observations reported in these raise 
hope that still further investigations of this in- 
teresting problem of stone dissolution will be forth- 
coming, such as the finding of Keyser® that the 
addition of an enzyme —a 0.5 per cent solution of 
urease —to the citric acid solution causes an in- 
crease in the speed with which the stone is dis- 
solved. At the moment, of course, patients bear- 
ing renal stones for whom attempts to dissolve the 
arom are wise or justifiable are seen relatively 
infrequently. For the usual renal calculus, early 
operation together with the correction of the un- 
derlying cause of the stone formation, such as ob- 
struction, infection or metabolic fault, is unques- 
tionably the best course. But for those patients 
who have bilateral calculi, for example, and in 
whom each kidney already shows marked lower- 
ing of its functional ability, operation is often 
either very hazardous or even out of the ques- 
tion. For such patients, if their stone is of the 
phosphatic variety, which is usually the case, the 
use of Solution G or some future modification 
of it may be of the greatest benefit. 
Further observations on the use and properties 
of Solution G have been made by Sauer and 
Neter® at the New York State Institute for the 
Study of Malignant Diseases. Conti -drip 
irrigation of the bladder was used for patients 
having incrusted ulcers of the bladder following 
the use of radium. Such late reactions after ra- 
dium are not uncommon and are well known to 
be resistant to treatment. The lime salts of the 
urine are deposited on the surface of the ulcer in 
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the presence of an alkaline cystitis. “In almost 
all of the cases treated,” Sauer and Neter state, 
“continuous-drip irrigation of the bladder with So- 
lution G resulted in disappearance of the incrus- 
tations within one to three weeks, followed by 
healing of the ulceration. In 2 patients incrusted 
ulcers had persisted for more than seven years in 
spite of the normal treatment.” These favorable 
results led the authors to make observations on the 
possible bactericidal properties of Solution G in 
addition to its solvent action. Four varieties of 

ia common in cystitis were used: Escherichia 
coli, Proteus vulgaris, Proteus morganii and Strep- 
tococcus faecalis. Each organism was found to 
have lost its viability within seventy-two hours 
after exposure to Solution G (pH 4.0), whereas 
they remained viable for two weeks in physiologic 
saline solution (pH 6.8). Further tests, however, 
made it probable that this bactericidal action was 
largely due to the acidity of the solution and that 
its particular composition does not increase its 
antimicrobial properties beyond those of a buffer 
solution of identical reaction. 
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Albright and his have found it pos- 
—_ such a solution to cause the disso- 
der. In clinical cases in which the stone can 
bathed in such solution as nearly continuously as 
circumstances will permit, its removal has been 
successfully accomplished. Naturally if the stone is 
not accessible to the action of the solution, and es- 

trix of 

be im- 

rfect. The easiest and most direct application 
introduced into 
tomy wound. But in several cases the desired 
result has also been obtained by an intermittent 

1. Janeway, C. A. Sulfonamides. 1. Their mode of action and pharma- 
cology. New Eng. |. Med. 227:989-995, 1942. 1. Their clinical use. 
227:1029-1044, 1942. 
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CASE 29511 
PresENTATION OF CasE 


A. seventy-seven-year-old housewife was admit- 


ted to the hospital because of vomiting of one 
week's duration. 

The patient was rather confused and could not 
give an accurate history. She had been in good 
health except that she had lost 50 pounds of weight 
during the preceding year in spite of a good appe- 
tite. Recently she had felt tired and rundown. 
Two or three weeks before admission she de- 
veloped sudden abdominal pain. This was va- 
riously described as having started in the left lower 
quadrant or the right lower quadrant and be- 
came generalized. The pain was dull, severe and 
not colicky, and was accompanied by chills and 
fever. She was taken to a community hospital 
ten days before admission and given intravenous 
fluids for three days and then discharged against 


One week prior to entry she began to vomit 
constantly. No definite statement could be ob- 
tained regarding the character of the vomitus 
except that “after the first few days the material 
became progressively more fecal.” The vomiting 
continued. She was unable to take anything by 
mouth. She was constipated and passed only 
small amounts of feces by rectum for the two 
days before entry; these were not “bloody.” She 
had had no fever during the preceding week. 
She had always been somewhat constipated and 
took cathartics regularly. There was no history 
of jaundice or bloody, tarry or acholic stools. 
She had had no previous operations. 

Physical examination showed a dehydrated 
woman retching and vomiting. She was not 
jaundiced. The lungs were clear. The heart was 
slightly enlarged, with the left border of cardiac 
dullness 2 cm. to the left of the midclavicular line. 
The sounds were of poor quality and very irregu 
lar; occasional dropped beats were present. There 
was a loud apical systolic murmur and a harsh 
high-pitched aortic systolic murmur. The abdo- 


*On Teave of abrence. 


men was somewhat distended and tympanitic. 
There was dullness in the flanks, but no shifting 
dullness or fluid wave. Moderate tenderness was 
elicited in the right upper and lower quadrants, 


some tinkling was heard. The liver edge was one 
fingerbreadth below the costal margin and was 
nontender. No masses were palpated on abdomi- 
nal, rectal or pelvic examination. There was pit- 
ting edema of the ankles. ° 

The blood pressure was 144 systolic, 80 diastolic. 
The temperature was 98.6°F., the pulse 76, and the 
respirations 18, 

Examination of the blood showed a red-cell 
count of 4,370,000 with 90 per cent hemoglobin. 
The white-cell count was 13,800 with 78 per cent 
neutrophils. A blood Hinton test was negative. 
The urine showed a specific gravity of 1.010, with 


a + test for albumin. The sediment contained 


innumerable white cells and occasional red cells. 
The nonprotein nitrogen was 120 mg. per 100 ce.. 
and the protein 6.2 gm. 

A roentgenogram of the abdomen showed a 
dilated transverse colon and some gas and con. 
siderable fecal matter in the cecum. Several di- 
lated loops of small bowel, probably ileum, were 
seen. 

A Miller-Abbott tube was passed, and 1750 cc. 
of “brown fecal fluid” was aspirated with con- 
siderable relief. The aspirated material was guaiac 
negative. The patient was given daily intravenous 
fluids and occasional transfusions of whole blood. 
A barium enema on the second day showed ready 
passage of the opaque material to the cecum. 
There were many diverticulums in the descend. 
ing colon and sigmoid but no evidence of diver- 
ticulitis. The cecum was high, almost fixed, and 
extending downward from it was the appendix, 
which seemed to be filled with barium. No ba- 
rium could be forced into the terminal ileum. 
Considerable difficulty was encountered in the 
passage of the Miller-Abbott tube, which seemed 
to remain in the stomach. 

The patient continued to vomit material that 
was definitely fecal in character. She was un- 
able to take anything by mouth. A roentgeno- 
gram of the abdomen on the third day showed 
retention of a large amount of barium in the 
colon. The dilated loops of small intestine ap- 
peared increased. An ileostomy was performed 
on the fourth day, with considerable relief. On 
the fifth day no dilated gas-filled loops of bowel 
could be seen by x-ray; those that were dilated 
appeared to be full of fluid. There was a hazy 


975 
lower quadrant. The psoas and obturator signs 
were negative. Peristalsis was hypoactive but 

| 
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increase in density overlying the right half of the 
pelvis. The nonprotein nitrogen was 86 mg., and 
the protein 5 gm. per 100 cc.; the chloride was 
97.5 milliequiv. per liter. 
The patient’s condition improved considerably. 
There was copious drainage from the nasal tube 
and the ileostomy. Repeated attempts to pass 
the Miller-Abbott tube beyond the pylorus were 
unsuccessful. In the next four or five days the 
abdomen became much softer. Peristalsis was nor- 
mal, and she passed some gas by rectum. There 
was no vomiting. 
On the tenth hospital day an exploratory lapa- 
rotomy was performed. 
DirrerentiaL Dracnosis 

Dr. Carroit C. Mitter: This conference today 
seems to be concerned with obstruction in the 
region of the ileocecal valve.* Frequently mis- 
takes have been made in the past in the diagnosis 
of gallstone ileus. It seemed during this discus- 
sion that the three cases might all be due to gall- 

stone ileus. As we have seen, however, the gall- 
bladder and biliary system have not been impli- 
cated in either of the two preceding cases. In the 
present case we have not only an acute episode 
to consider, but also a period of one year during 
which the patient lost 50 pounds in weight. Be- 
the acute episode there had been 


As we go through the data that are available we 
find no definite evidence of an acute inflammatory 


at the start, the subsequent course, the lack of 
marked elevation in the white-cell count and a 
polymorphonuclear shift, the absence of fever and 
other toxic signs and the presence of tenderness 
lead me to believe that the obstruction was mechan- 
ical rather than inflammatory. 


If we consider the causes fot mechanical ob- 
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Dr. Georce W. Homes: This first film shows 
a shadow on the right side interpreted as trans 
verse colon filled with gas. Then the patient was 
given a barium enema to determine how much 
was in the colon and how much in the small 
You can see that there are loops of small 
bowel that are definitely distended and filled with 
gas. It also shows multiple diverticulums along 
the distal colon, and the appendix is visible. 1 
think that this probably rules out appendiceal ab- 
scess as a cause of the obstruction. What part of 


you can still 


the stomach but 


Dr. Hoimes: That probably is an artefact. 
This film was taken with the tube off center, 
which changes the density. I do not believe 
cli 


hgh and fied out ofthe right lowe 


Yes; but “high and fixed” by 
x-ray examination is not an absolute finding. It 
depends on the patient; if the patient has a soft 
abdomen, palpation is easy; if there is resistance, 
palpation is unsatisfactory. One may not be able 
to move the colon during the time of examination. 

Dr. Mitizr: It would be convenient to postu- 
late a tumor in the pelvis, which would account for 


Vol. 


but I should think probably the ileum and not the 
jejunum. We also have several other films taken 
within a day or two that confirm these findings. &: 
see dilated loops. Then the Miller-Abbott tube 
was passed. On this film it 7 ie 
and later on it passed beyond 
appears to have tied itself in a knot as the Miller- 
Abbott tube sometimes does. That would explain 
why the Miller-Abbott procedure was not effec- 
tive. 

Dr. Mixier: In the last film there is mention 
of hazy dullness in the right half of the pelvis. 
Is there any discrete mass? 
a tired, run-down feeling. Then suddenly an 
acute episode occurred, which was obviously due 
to acute, low obstruction of the small intestine. 
who did the examination was interested in this 7 
loop of bowel, because he took a number of spot 
. al films of it. 
the lower abdomen, distention, some tenderness Dr. Miter: Is that loop a part of the sigmoid? 
Dr. Hoimes: Yes. 
Dr. Mitter: Showing the diverticulums? 
Dr. Hotmes: Yes; so far as I can see from 
these films there is nothing more than that. 
Dr. Miter: No evidence of inflammation or di- 
verticulitis? 
Dr. Hoimes: There is some evidence of spasm. 
7 : There may be slight diverticulitis, but I am sure 
ileum, we thin adhesive : cumor } region 
bands, volvulus and intussusception. The x-ray being 
films should be of considerable help. They sub. quad- 
stantiate the diagnosis of obstruction of the small 
intestine by showing dilated loops of small bowel 
with some degree of distention of the transverse 
colon. Quite correctly no series of the upper 
gastrointestinal tract was done, because at that 
time the exact site of the obstruction was uncer- 
tain. 
May we see the x-ray films? 
19302). ‘Now Bag. J. Med. 


Vol. 229 No. 26 CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


the loss of weight, owing to malignant degenera- 
tion of the small bowel. No tumor, however, 
was felt by either abdominal or pelvic examina- 
tion, nor is one visible in any of these films. It 
would also be convenient to postulate a carcinoma 
of the bowel that had caused sufficient contrac- 
tion around the loops of terminal ileum to pro- 
duce the acute episode of obstruction and also to 
account for the debility in the year before the pa- 


t simply as an 
explanation of the loss of weight and the down- 
hill course. 

It seems to me that the best condition to ex- 
plain such a picture in a patient of this type is one 
of adhesive bands or a volvulus of the terminal 
loop of ileum, or an intussusception that was not 
seen in the x-ray films. It is mentioned that no 
barium could be-forced back through the ileocecal 
This might have been due to a distorted 
ileocecal valve or to a definite obstruction other 
than the folds of the valve in that area. We have 

tly seen several patients, especially older 
women, who have come in with a similar story. 
had previous operations; others had 

were found to have either an atypical 
adhesive indies between the loops of small 
bowel or a twist of the loops to account for the 
obstruction. 
condition that I have not mentioned but 
one should think of is an acute perforation 
of the terminal ileum or cecum by a foreign body, 
such as a fishbone. This might account for the 
suddenness of the onset of abdominal pain. It 


I am going to rest my diagnosis with an adhesive 
band or adhesions between the ileum and cecum 


Anatomica, Dracnosis 
Gallstone ileus, with obstruction of small in- 


PatHotocicat Discussion 


Dr. Donatp N. Sweeny: This patient was as 
confusing to us as she was to Dr. Miller. We were 
unable to explain the loss of weight without mak- 
ing a diagnosis of carcinoma. We could not pass 
a Miller-Abtott tube and had to do a Witzel 
ileostomy for decompression of the small bowel. 
We operated ten days after the ileostomy, with a 
diagnosis of perforation of the small bowel due 
to a foreign body, as Dr. Miller suggested. Dur- 
ing the exploratory laparotomy the small bowel in- 
volved in the ileostomy was inadvertently torn 
from the abdominal wall. In closing the rent, the 
lumen was constricted and an enteroentero:tomy 
was done. During this procedure three small 
gallstones were picked from the lumen of the 
small bowel. In the right upper quadrant there 
was an inflammatory mass that involved the he- 
patic flexure of the colon, the gall bladder and a 
loop of jejunum. In the cecum there was a large 
mass, thought to represent a gallstone, that I was 
unsble to push back into the small bowel, and 
which I was loath to remove by opening the 
cecum. During the patient’s subsequent conva- 
lescence we were able to obtain four or five small 
gallstones from the stools, but we never recovered 
the large gallstone, which probably disintegrated. 

The patient did extremely well and is coming 
back at a later date for a cholecystectomy. 

Dr. Benjamin Castteman: Here is a postopera- 
tive film. Is this shadow the stone in the cecum? 

Dr. Sweeny: That is what Dr. Schulz of the 
X-ray Department thinks is stone and accumulated 
barium. It was about the size of a plum and was 
partially fixed in the ileocecal valve. I could push 
it into the cecum but could not get it back. 

Dr. Mitten: You do not know whether she 
has carcinoma of the gall bladder? 

Dr. Sweeny: I do not. She may have carci- 
noma but I doubt it, because she did so well 
postoperatively and has regained 10 of the 50- 
pound weight loss in the four weeks since she 
was operated on 

Dr. Mintzr: The fact that she had tenderness 
in the right upper quadrant should have made me 
think of an acute process going on there. The 
tenderness over the distended colon or small bowel 
was also confusing. 

Dr. CasTLeMan: Do you think that that is a 
gallstone in the postoperative film, Dr. Holmes? 

Dr. Homes: Yes; it obviously was not in the 
cecum in the previous films. 

Dr. Sweeny: There was some talk about air 
in the biliary tract. Now that we know the whole 
story we think that we can see air in the bile ducts. 
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carcinoma, however, I think it is unrelated to the 
reaction, but it would not account, of course, for 
the loss of weight and malaise prior to admission 
to the hospital. 
eut associated carcinoma of the abdomen. 
Cutnicat Diacnosis 
Obstruction of small intestine, with perforation 
due to foreign body. 
Dr. Diacnoses 
Obstruction of small intestine due to adhesive 
band or adhesions. 
_Carcinoma of abdomen? 
testine. 


Dr. Castieman: Do you agree with that, Dr. 
Holmes? 

Dr. Homes: I did not notice it in the films. 
There are shadows there that might possibly be 
due to that. To demonstrate air in the biliary 
tract one ought to take a film with the patient sit- 
ring up. 


CASE 29512 
PRESENTATION OF CASE 


A forty-seven-year-old taxidriver was admitted 
to the hospital because of cough and weakness 
of six months’ duration. 

‘The pauent was a chronic alcoholic, as well as 
a Seconal and paraldehyde addict. He had con- 
sumed large quantities of whisky since the age of 
twenty and had had repeated attacks of hallucina- 
tions and tremor, for which he had been hospital- 
ized. About two years before enwry he changed 
from whisky to ale, but he imbibed large amounts 
of the latter. There was a steady deterioration 
of memory, so that it was quite difficult to obtain 
a history and he was unable to give much infor- 
mation. His general condition had apparently 
been good until about two years before admission, 
when he noted episodes of fever as high as 102°F. 
associated with weakness and a cough productive 
of phlegm. The episodes of fever presumably 
continued until eight months before admission, 
when he started to feel tired and worn out, with 
progressively increasing weight loss and fatigue. 
There was some exertional dyspnea for the six 
weeks before entry, but no orthopnea, paroxys- 
mal nocturnal dyspnea, hemoptysis, ankle edema 
or swelling of the abdomen. Three or four days 


before admission he developed a diarrhea con- - 


sisting of eight or ten liquid, light-brown stools 
daily. There was no nausea, vomiting or bloody 
or tarry stools. During this period he had eaten 
little, subsisting on rather large quantities of ale. 
No other statement was made about his dietary 
habits. 
Physical examination showed a 

man with evidence of recent weight loss. The 
skin was hot and moist. The mucous membranes 
were pale. The pupils were irregular but equal, 
and reacted sluggishly to light. The tongue was 
dry, the teeth dirty and carious, and the gums 
pyorrheic. The lungs were resonant throughout, 
but there were coarse rhonchi, squeals and groans, 
with a prolonged expiratory phase, throughout 
both fields. Patchy areas of diminished breath 
sounds were present, and moist rales were heard 
at both bases. The diaphragmatic excursion was 
poor on the right side. The heart was normal. 
The abdomen was distended, with the liver edge 


The blood pressure was 110 systolic, 65 dia- 
stolic. The temperature was 102°F., the pulse 120. 
and the respirations 30. 

Examination of the blood showed a red-cell 
count of 3,750,000 with 9 gm. of hemoglobin. The 
white-cell count was 1500, with 55 per cent neutro- 
phils, 34 per cent lymphocytes and 11 per cen 
monocytes. The platelets were diminished, and 
there was moderate anisocytosis and poikilocytosis. 
The urine showed a specific gravity of 1.015; the 
sediment showed 8 to 15 white cells and occasional 
red cells and coarse granular casts per high-power 
field. The sputum contained innumerable poly. 
morphonuclears and moderate numbers of diplo 
cocci; it was culturally negative for beta-hemolytic 
streptococci and pneumococci. The stools were 
yellow, liquid and guaiac negative. No amebas 
were seen after “diligent search,” and a culture 
was negative for pathogenic bacteria. The non- 
protein nitrogen was 22 mg. per 100 cc., and the 
chloride 95.5 milliequiv. per liter. The van den 
Bergh was 0.65 mg. direct, and 0.85 mg. indirect. 
The serum protein was 6 gm. per 100 cc. The 
cephalin flocculation test was +--+ in twenty- 
four hours and +-+-+-+ in forty-eight hours. 

An x-ray film of the chest showed several linear 
areas of increased density, probably atelectasis, in 
the right lung, but no areas of infiltration were 
apparent. The heart and aortic shadows were 
not unusual. Films of the abdomen showed the 


liver and the spleen to be enlarged. The entire 
abdomen homogencously 


was moderately and 
clouded, probably because of ascites. 

In the first four days the temperature showed 
one rise to 104 and one to 103, but fell gradually 
to 99.4°S. During that time the patient received 
three intravenous infusions of 1500 cc. of dextrose 
in water. He was given a high-calorie and high- 
vitamin diet. On the fifth day he had a mild 
attack of asthma lasting for about half an hour, 
which was relieved by ephedrine. His general 
condition seemed to improve, and by that time 
turther information was obtained from one of the 
hospitals where he had been. It was stated that 
for the previous eight or ten months the patient 
had been having attacks of fever up to 103 or 
104°F. that lasted several days, with afebrile in- 
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palpable three fingerbreadths below the right — 
costal margin. The spleen was felt five finger- 
breadths below the left costal margin. The flanks 
were full, but no demonstrable fluid wave or 
shifting dullness was present. There was a coarse 
tremor of the outstretched hands, and minimal 
pitting edema of both ankles. Rectal examina 
tion showed palpable thrombosed external and 
internal hemorrhoids with one large external 


Qi 


one time have tral-nervous-system 
syphilis, for which he had ~ given malarial 
treatment. Even if this were so, at this late stage 
one would expect to find malarial parasites in the 
blood if his chills were due to this cause. 

The question of a toxic reaction to sulfonamides 
i I interpret this somewhat as follows. 
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dence to suggest it. The possibility of subacute 
bacterial endocarditis ought to be considered in 
any case of fever of unknown origin with leuko- 
penia and a fatal termination. The patient, how- 
ever, had no heart murmurs, and no physical signs 
suggesting embolic 

I must conclude, if one can call it a conclusion, 
that he died of some infection superimposed on 


Ficure 1. Photograph of Section of Bone Marrow. 


cirrhosis of the liver. What it was, I really do 
not know. 


Dr. Austin Bauss: Dr. Harwood will be glad 
to know that our clinical impression was also in- 


definite. One suggestion brought up by the serv- 
ice was that, in view of the 


Dr. Josep Aus: What about the possibility 
of pylephlebitis? 
Dr. Benjamin Castiteman: He did not have 
Curnicat Diacnoses 
Alcoholic cirrhosis. 
Da. Haxwooo's 
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sulfadiazine must have noted some response to 
the drug to justify their using it. In my original 
summing up of the case, I thought the patient had 
some chronic infection of the lung, with exacer- 
bations that were relieved by sulfathiazole therapy, 
but now I am not so sure that the administration and thrombocytopenia, he might have disease in- 
of sulfonamides had any bearing on the case or on vading the bone marrow, and the question of 
the bacteriology. I do not believe it caused the lymphoma was raised. 
not have granulocytopenia. 
He may have had some other type of infection 
to cause his chills. I cannot rule it out. He may 
have had peritoneal infection, such as tuberculous 
potuelie. I do not see how I can exclude it. 
ever and chills of this severity, however, are 
rather unusual in tuberculous peritonitis. 
‘Did he have carcinoma somewhere in the liver Chronic sepsis. ee , 
or elsewhere in the abdomen? There is no evi- Alcoholic cirrhosis of liver. ‘oar , 
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PatHo.ocicat Discussion 

Dr. Castieman: The autopsy on this man 
showed an extremely large liver, which Pig am 
over 2500 gm. It was smooth, purplish brown 
and rather firm and showed no evidence of cir- 
thosis. The spleen also was large, weighing 1010 
gm., which is about five to six times the normal 
weight. This also was smooth and on section 
rather “meaty.” From the examination we 
could definitely rule out cirrhosis of the liver as 
the primary cause of the large liver, and also the 
acute alcoholic liver, which is yellow and fatty. At 
the time of autopsy we were unable to make any 
definite diagnosis except enlarged liver and spleen; 
because of the marked anemia, the leukopenia and 
the meaty spleen, we thought the best diagnosis 
was some form of leukemia. 

This man did have a bone-marrow biopsy before 
death, and this is the microscopical picture (Fig. 
1). It shows extreme hyperplasia of the marrow. 
_ Normally this marrow should be made up pre- 
dominantly of fat cells, but they are practically 
all replaced by marked hyperplasia of the marrow 
cells. Most of these cells are large stem cells and 


material obtained at autopsy was the same. Sec- 
tions of the spleen, liver and Ivmph nodes show 


ilar to that reported a few years ago from this 
laboratory by Drs. Mallory, Gall and Brickley* 
in cases of chronic benzol poisoning. In some of 
their cases there were multinucleated cells that re- 
ey the Sternberg-Reed cells seen in Hodg- 

kin’s disease, and a number of these cases have in 
the past been incorrectly called Hodgkin's disease. 
This man was a taxicab driver and may well have 
been exposed to benzene Cone although clin- 
ically they were unable to elicit any history of 


exposure. 

I do not believe the sulfonamides had anything 
to do with his condition because there were plenty 
of polymorphonuclear cells in the bone marrow 
and in the peripheral blood. 

Dr. “otmes: Did he have anything in the 
lungs? 


Dr. Castteman: The lungs showed bronchitis 
and mild bronchiectasis. Some of the bronchi, 
especially those in the right lower lobe, were mod- 
erately dilated. 

Dr. Homes: Were there any changes in the 
heart? 

Dr. CastteMan: No. 

Dr. Aus: May I object very strenuously to 
a diagnosis of benzol poisoning? I think you 
have a right to say the patient died with a blood 
dyscrasia but have no right to say benzol poison- 
ing unless you know he was exposed to benzol. 

Dr. Castieman: I agree. The pathologic pic- 
ture is similar, and that is as far as one can go. 
Often, however, a history of benzol exposure is 
difficult to trace. 

Dr. Baues: It is illuminating to note that this 
presumably toxic condition mimicked Hodgkin’s 
disease in the type of fever as well as in the patho- 
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ANATOMICAL DIAGNOSES 
Bone-marrow hyperplasia of red-cell series, 
marked. 
Hematopoiesis, marked: spleen, liver and lymph 
nodes. 
Chronic benzol intoxication? 
megaloblasts; there are a fair number of normo- 
blasts and a few megakaryocytes, but the myeloid 
elements are scarce. In some places there is fibro- 
sis of the marrow. The bone marrow from the 
— benzene (benzol). Ill. The pathologic results. J. Indust. Hyg. & Toxicol. 
many multinucleated cells. The appearance is sim- — 21:321-393, 1939. 
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dom has always been an inspiration to mankind 
—a torch that has lighted the steps of many 
millions of feet, regardless of where their path 
ended. Sought after by the majority of the 
world’s inhabitants, freedom remains an elusive 
abstraction, —a_will-o’-the-wisp, — the concept of 
which may assume as many forms as there are 
minds to entertain it. 

It was a canny idea to enumerate certain free 
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doms in the plural number for there is not and 
cannot be such a thing as pure, unmodified free- 
dom; personal freedom must always be qualified 
by the right to freedom of others and must al- 
ways be restricted by the natural boundaries that 
are set to our thoughts and to our enterprises. It 
is a bold stroke to promise even certain freedoms 
to others. It is something else to guarantee the 
survival of these freedoms, or even their tempo- 
rary enjoyment. 

In those shadowed sections of the globe where 
freedom has been totally eclipsed, any kind of an 
emancipation is going to seem, at first, a sufficient 
goal. Later on, when the eye has become accus- 
tomed to the initial light, the qualifications and 
restrictions will be seen, and it will be noted that 
liberty can appear’ in various shades and colors. 
The people of the United States, having set 
out to assure at least four freedoms (including 
the freedom from fear, from which no one is 
free) to the stricken people of the world, might do 
well, without pausing in this task, to see how free- 
dom is working out in our own country. It be- 
comes increasingly apparent that we must learn, 
if we wish to consider ourselves as the exponents 
of democracy before the world, that true democ- 
racy can exist only where its benefits are con- 
sidered as a sacred trust and are spread equally 
over all the people without regard to race, creed 
or color. In this we have failed in that we have 
allowed ourselves to develop and nourish feelings 
of class hatred, of race and color discrimination 
and of religious prejudice. Democracy, tough 
as it may be when faced with dangers from with- 
out, is highly susceptible to dangers from within, 
and we can flourish only when its freedoms are 
uniformly distributed. 

It will require a consistent, conscious effort of 
all thoughtful people to overcome the prejudices 
on which they have been raised, and to measure 
each man by his own worth rather than by the 
color of his skin, the cast of his countenance, or 
the building in which he worships, but it is the 
task to which we must set ourselves, and it must 
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VARIOUS FREEDOMS 
Tue enunciation of the Four Freedoms estab- 
lished a goal to thrill the hearts of free men and 
bring hope to the subject masses of less fortunate Pr 
countries than our own. The thought of free- 
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be reciprocal. These problems that we have al- 
lowed to develop will continue to rise and accuse 
us, and we are going to have our hands full with 
them. 

Bureaucracy will uy to keep its hand on the 
helm and increase its powers, as it has always 
done, and, since bureaucracy is essentially sadistic, 
it will constitute an ever-present threat to democ- 
racy and those freedoms that are still left after the 
- fight for freedom is finished. Here, too, lies our 
own greatest danger, in the federalization of medi- 
cal practice. If this comes in, individual enter- 
prise goes out, and another freedom with it. 


THE PROBLEMS OF LOCAL 
HEALTH OFFICERS 


Ever since the General Court of 1849 authorized 
the appointment of a commission of three mem- 
bers to “prepare and report . . 
sanitary survey of the State” —an authorization 
that brought about the famous Lemuel Shattuck 
report — there have always been available in Mas- 
sachusetts a number of codes, suggestions and rec- 
ommendations for workers in the fields of public 


pear to be constantly lagging behind what we 
might or ought to be accomplishing. 

Under the leadership of another Shattuck in 
1943, the Massachusetts Central Health Council has 
recently adopted recommendations concerning the 
problems of local health officers that represent the 
combined thinking of an enlarged and represen- 
tative committee of that organization. It is the 
opinion of this committee, “That all cities of 
50,000 population or over be required, and that 
all communities over 25,000 be urged, to employ 
a full-time health officer.” The committee’s report 
then goes on to suggest ways in which a com- 
munity whose financial status does not permit it 
to meet these standards may combine with other 
communities to secure effective health services. 
Towns and unions of towns may organize in this 


. a plan for a 


903 
way under Chapter 111, Section 27A, in, the Com- 


that possesses many of the advantages of a large 
city department. rar 

That so many of the small communities have 
again suggests that they may be lagging behind 
their opportunities. Some of them doubtless are. 
but others are faced with obstacles of a local nature 
that must be overcome before they can improve 
their health services. The resistance that can be 
offered by a politically entrenched individual or 
group may be formidable. In the United States 
such resistances must be overcome locally, and by 
the time they have been overcome at one point 
they may have reappeared at another. Town 
meetings are notoriously suspicious of blueprints. 
Improvements in public-health practice must con- 
tinue to evolve slowly, as they have in the past, 
but it is nevertheless helpful to keep plans for the 
future in mind and ready to activate when the 
propitious moment arrives. It is in this way 
that such organizations as the Massachusetts Cen- 
tral Health Council are building for the future. 


Pancoast SYNDROME 
In an article entitled “Importance of Careful 
Roentgen-Ray Investigations of Apical Chest Tu- 
mors,” by Henry K. Pancoast (b. 1875) in the 
Journal of the American Medical Association (83: 
1407-1411, 1924), the following is described: 


names the tumor in an article “Superior Pulmo. 
nary Sulcus Tumor: Tumor 


monwealth of Massachusetts, and may thus secure 
for themselves a health-department organization 

health. These various plans have generally out- ee 

ren our actual performances, which makes us ap> MEDICAL EPONYM 

There is an unusual but apparently infrequent type 
of intrathoracic growth occurring in the apical region. 
yet found with sufficient frequency in my experience 
to warrant a collective report of the cases encoun. 
tered... . 

An infiltrating growth, either endothelioma of the 
pleura or sarcoma, probably of bony origin, may occur 
in the apex of the thoracic cavity and produce a symp 
tom complex of pain in the upper extremity and cer. 
vical sympathetic paralysis closely simulating that of 
many other conditions, such as spinal cord or menin- 
geal tumors, neck tumors, cervical rib and vertebra! 
neoplasms. 
Dr. Pancoast amplifies this a and re- 
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